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STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPLIERICLIA MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION v {DENTIFICATION NUMBER: : Ez;uwm mr o géﬁ'ifé’{".-lfv
446491 B. WING . 02/05/2014
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE :
CKE 4347 LEBANONROAD "~
" NDREE VILLAGE INC HERMITAGE, TN 37076
{(X4) D SUMMARY STATEMENT OF DEFIGIENCIES vy PROVIDER'S PLAN OF CORRECTION 5
BREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTVE ACTION SHOULD BE - | COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) G CROSS-REFERENCED TO THE APFROPRIATE DATE
BEFICIENGY) :
F 274 483 20(0)(2)(1) COMPREHENSIVE ASSESS F 274| Allegation of Substantial Compliagee 1
=0 | AFTE
£8=D R SIGNIFICANT CHANGE McKendree Village (herein after referred to
A facility must conduct a comprehensive @s “facility”) has and continues to be in
assessment of a resident within 14 days after the substantial compliznce with 42 CFR Part
facility determines, or should have determined, 482.13, Requirements for Loog Term Care
that there has been a significant change in the Facilitios, McKendree Viliage has or will
resident's physical ar mental conditlon. {For bave substantially comrected the afleged
purpose of this section, a significant change deficlencies and achieved substantial
means a major decline or improvement in the compliance by the date specificd herein.
resident's status that will not normally resolve
itself without further intervention by staff or by This Plan of Correction constitutes
implementing standard disease-related dlinical McKendree Village’s allegation of
interventions, that has an impact on mare than substantial compliance such that the alleged
one area of the resident's health status, and deficiencies cited have been or will be
requires Interdisciplinary review ar revision of the substautially corrected on or before March
cars plan, or both.) 22, 2014.
The statemsnts made on this plan of
This REQUIREMENT is not met as evidenced correction are not an admission o and do
by: not constituts an agreement with the alleged
Based on medical record review and interview, deficiencies herein. To continue to repdain in
the facility failed to complete a Significant Change substautial compliance with 42 CFR Part
of Status Minimum Data Set (MDS) for a change 482,13, Requirements for Long Term Care
in condition of one resident (#36) of twenty-three Facilities, McKendree Village has taken ax
residents reviewed. will teke ths actions set forth in this plan of
correction.
The findings included; -
F 274 483.20(b) (i) COMPREHENSIVE
Resident #36 was admitted to the facility on ASSESSMENT AFTER A 3204
November 12, 2013, with diagnosss including SIGNIFICANT CHANGE
Esophageal Reflux, Dementia, Aneria, and Jolnt :
Replacement Knae. The facility has and will continue ta conduct
a comprehensive asssssment of a resident
Medical recard review of the Admission within 14 days after the facility determines
Evaluation and interim Care Plan dated that there has been a significant change in
- November 12, 2014, revaaled at the time of ‘the resident’s physical or mental condition.
admisslon the resident was at risk for the
development of pressure ulcers.
[ABORATORY, DIRECTOR'S OR PROVIDER/SURPLIER REPRESENTATIVE'S SIGNATURE TILE - {X6) DATE
’ﬂz N esrudon, execohue Dengo en c?} 21s) ]dot[

Any deficiency staterient ending with an asfn{;‘sk {*) dénoles a deficlency which the Institution may be excused from cotrecting providing it is detérmined that
other safepuards provide sufficient protection lo the patients. {See instructions.) Except for mursing homes, the findings stated above are disclosable $0 days
following the date of survey whether or nat a plan of correction Is provided. For nursing homes, the above findings and plans of ctrrdction are disclosable 74
days followi:lﬁg the date these decuments are made available (o the facility, If deficiencies are ¢ted, an approved plan of comrection Is requisiite fo continued
program participation.
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- | STATEMENT OF DEFICIENCIES {(x1) PROVIDER/SURPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
MAME OF PROVIDER OR SUFPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
4347 |LEBANON ROAD
MCKENDREE VILLAGE ING HERMITAGE, TN 37076
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION i)
EACH DEFIGIENGY MUST BE FREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHAULD BE COMPLETION
P?EF@m F$EGULATOHYI OR LS IBENTIFYING INFORMATION) TAG CRoss-REFEREgEcFEtg LE?; éI‘Y}HE APPROPRIATE DATE
On or before March 22, 2014, the Heaith
i Center Minimum Data Set S
F 274 | Continued From page 1 Fa74) .M:o”:;“mcm P Soglmwzrm’ -
Medical record review of the Weekly 8kin Doi mm. d.mam’the ‘Activity Director will
Integrity Rewew'dated December 4, 2013, attend an in-service. The i-service will be
revealed the resident h.ad developed one conducted by the Director of Nursing o
preasura ulcer on the right heel and cne pressure . i .
Designee and will include:
ulcer on the left haeal. . Review of the regulation
Madical record review of a Telephone Order) ;eﬁciencl;emw of the statement of
dated January 2, 2014, revealed "...(change . .
POST (Physicians Orders for Scope of . Review °i, th; plan of corre:i:;onts
Treatment) form to DNR (Do Not Resuscitate) . Conditions/changes mc;tlzs e
{with) no Antibiotics. Comfort Measures Only. No status that frigger a significant change
further Infection related testing ..." assesmegt ting signifoazt haogs
- QMple lgﬂlﬁ
Medical Record review of the Admission MDS BSsesYment
(Minimum Data Set) with Assessment Reference ) ) )
date of November 26, 2013, indicated the Resident # 36 has and continues to receive |
resident did not have any pressure ulcers and did all necessary care and services. Resident #36
not indicate any decline in the resident's has been reassessed and a significant change
condition. anlm!;i Dats Set assessment has been
completed,
Interview with MDS Coordinator #1 on February .
4, 2014, at 2:40 p.m., In the compufer room The MDS assessments of residents who
confirmed a significant change of status MDS had have had an MDS assessment competed on
not been completed to reflect the pressure vlcers or after Janu?xy_l, 2014 have been reviewsd
or to reflect the decline in the resident's condition, 1o ensure a mgn}ﬁ:‘nn‘t thanpe assessment
F 314} 483.25(c) TREATMENT/SVCS TO F 314} was completed if indicated.
s8=p | PREVENT/HEAL PRESSURE SORES Bopinning March 14. 2014 the
gmmng L)
Based on the comprehensive assessment of a Adqinistrator Or'deagnee will monitor for
resident, the facility must ensure that a rasident continued cumpha}nce through Quality
wha anters the facility without pressure sores Improvement aufjlts.(See Attachment
does not develop pressure sores unless the A).The audits will be completed weekly for
individual's clinical conditiort demonstrates that one motith and monthly for one quarter. The
{hey were unavoidable; and a resident having Administrator or desigoee will report to the
pressure sores receives necessary reatment and QA/QI committee whe Will determine the
services to promote healing, prevent infection and frequency of further monitoring.
prevent new sores from developing, Completion date: March 22, 2014
mpletion date: ’
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CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB NO. 0938-0391

| STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERIGLIA | [X2) MULTIFLE CONSTRUCTION {%3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
: 445491 5. WING : 02/05/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4347 LEBANON ROAD
MCKENDREE VILLAGE ING HERMITAGE, TN 37078
H
) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION ]
FREFDt (EACH DEFICIENGY MUST BE FRECEDED BY FULL BREFIX {EACH CORREGTIVE ACTION SHOULD BE COMELETION
TAG REGSULATORY OR LSC (DENTIFYING INFORMATION) TAG t';mss—R.Er-‘Eﬂlslz:;tcEEFllél Eﬁ gy)ﬁ APPROPRIATE DATE
F 274 | Continued From page 1 F 274
Medical record review of the Weekly Skin
Integrity Review dated December 4, 2013,
revealed the resident had developed ane
pressure ticer on the right heel and one pressure
uicer on the left heel,
Medical record review of a Telephone Qrder
dated January 2, 2014, ravealed "...(change)
POST (Physicians Orders for Scape of
Treatment) form tc DNR (Do Not Resuscitate)
(with) no Antibiotics. Comfart Measuras Only. No
furiher infection related testing ..."
Medical Record review of the Admisslon MDS
(Minimurm Data Set) with Assessment Reference
date of November 26, 2013, indicated the
resident did not have any pressure ulcers and did
not indicate any decline in the resident's
condition.
interview with MDS Coordinaior #1 on February
4, 2014, at 2:40 p.m., in the computer room
canfirmed a significant change of status MDS had
not been completed to reflect the pressura ulcers .
ar to reflect the decline In the resident’s condition. .
F 314 | 483.25(c) TREATMENT/SVCS TO F 314 gﬁ%ﬁ,}gﬁ%@mfl‘m’ HE‘“ A’L 32214
$8=D | PREVENT/HEAL PRESSURE SCRES PRESSURE ULCERS
Based on the comprehensive assessment of a oy . .
resident, the facility rnust ensure that a resident Tﬁ:h; gﬁ%ﬁ:ﬁg&?ﬁlﬁmm
who enters the facility without pressure sores e fho nemmpmam ent and service
does not develop pressure sores unless the to promaote healing, provent infection and
individual's clinical condition demonstrates that e‘; ent newr ulcers from developing,
they were unavoldable; and a resident having o
pressure sores recsives necessary treatment and b Cente
services to promote healing, prevent infection and g?c:;stzmlmﬁ fgﬂ:a%ﬁc Ef:ﬁr
prevent new sorgs from developing. will attend an in-service. The ieservice will
be conducted by the Director of Nursing or
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STATEMENT QF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPMLETED
= - L -
445491 B.WING 02/05/12014

NAME OF PROVIDER OR SLIFPLIER

MCKENDREE VILLAGE INC

STREET ADDRESS, GITY, STATE, ZIF GODE
4347 LEBANON ROAD
HERMITAGE, TN 37076
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04 I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION s)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY)
F 314 Continued From page 2 F 314
; 31 i . 3/22/14
This REQUIREMENT s not met s evidenced e of e sepalation |
Based on medical record review, observation, Sefici Review of the statement of

and Interview, the facility failed to ensure a clency ,
pressure refleving device was in place for one * Review of the plan of correction
resident (#38) of two residents reviewed for ‘ Uss of pressure relieving devices to
pressure ulcers of twenty-three residents prevent or treat pressure ulcers
reviewed,
The findings included: Resident # 36 has and continues to have

presaire relieving devices in place per
Resident #36 was admitted to the facility on physician’s order.
November 12, 2018, with diagnoses including Other residents with 2 pressure ulcar have
Esophageal Reflux, Dementia, Anemia, and Joint been observed to ensure pressure relieving
Replacement Knee. devices are i place per physician’s order,
Medical record review of the Weekly Skin . ,
Integrity Review dated February 4, 2014, revealed Beginning March 14, 2014, the
one pressure ulcer on the right heel and one Administrator or designee will monitor for
pressure ulger on the left heel of resident #36. continued compliance through Quality
Continued review of the Weekly $kin Integrity Improveient andits (See Attachment A)
Review revealed "._.Skin Condition...eschar {(dead The audits will be completed weekly for one
tissue) heeis...” month and momthly for one quarter, The

> Administrator or designes will report o the

Medical record review of a Telephone Order QA/QI committee who will determine the
dated December 4, 2014, revealed ... Waffle frequency of further monitoring.
Boots at ait times.,."

Completion date: March 22, 2014
Observation of the resident on February 4, 2014,
at 1:20 p.m., in the residant's room revealed the
resident lying in bed with the right and [eft heel
lying on the matiress without Waffle Boots in
place.
interview with Registerad Nurse #1, at the time of
the observation confirmed the resident did not
have the Wafile Boots In place.
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF CEFICIENCIES {%X1) PROVIDER/SUPPLIER/CLIA | {2) MULTIPLE CONSTRUGTION {¥2} DATE SURVEY
-| ANE FLAN OF CORRECTION JDENTIFICATION NUMBER: A BUILDING COMPLETED
448491 B.WING 02/05/2014

MAME OF PROVIDER OR SUPPLIER
MCKENDREE VILLAGE INC

$TREET ADDRESS, CITY, STATE, ZIP CODE
4347 LEBANCN ROAD
HERMITAGE, TN 370768

{X4) D SUMMARY STATEMENT OF DEFICIENCIES D FROVIER'S PLAN OF CORRECTION s
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL, PREFIX (EAGH CORREGTIVE AGTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROFRIATE DATE
CEFICIENCY)
F 323 | Continued From page 3 -F 323 Fi3z3z l41183[.§:'j g&%&]&%ﬁ?ﬁgﬁgﬁ 3/22/14
F 3231 483.25(h) FREE OF ACCIDENT F 3231’
] : . that the resident environment ramaing ag free
Zhel facility Tust Bhsure tfhat thfe ree._léienth " of accident hazards as is possible; and each
Sk e 2 e st b eent e ks g
adeguate sup;anrislon and assistance devices to assistance devices to prevent accideats
prevent accidents. Ot ot before March 22, 2014, Health Center
Licensed Nurses and Certified Nurse Aides
will attend an in-service. The in-service will
be conducied by the Director of Nutsing or
. . Designee and will include;
Th
hy:ls REQUIREMENT Is not met a8 evidenced . Review of the regulation
Based on medical record review, abservation, * _ Review of the statement of
and interview, the Tacility failed to provide daficiency .
supervision to prevent falls for one (#28) resident ¢ Review of the plan of correction
of three residents reviewed for accidents of *  Providing assistance during
twenty-three residents reviewad. toileting according to resident needs
The findings included: Resident # #28 no longer resides in the
Eacility.
Resident #28 was admitted to the facility on . e
November 11, 2013, with diagnoses including Random observations of residents who
Altered Mental Siatus, Urinary Tract Infection, réquire assistance with toileting and who
and Falls. have a history of falls sipce Janwary 1, 2014
are being conduoted to ¢nsure residents
Medical record review of the Admission Minimum receive assistance as needed,
Data Sat (MDS) dated Novemnber 18. 201 3, B @'ﬂ \ihe March 22, 2014, Th
revealsd the resldert had severs impaknent in Administetor or designee will monitor for
cognitive skills, required extensive assistance continued compliance through Quality
with two persons for toilet use, and was only able Toaprovement audits {See Attachmant A)
toﬁst?ll)':hz;a ';;ntth human assistance moving on and The audits will be completed weekly for one
it of the tollet. month and monthly for one quarter. The
Araini i i to th
' | Medical record review of a Fall Risk Assessment A strator o designca wﬂlrepqn 9L
. QA/QI committee who will determine the
dated November 23, 2013, revealed the resident fiequéncy of further monitoring.
was at risk for falls,
2 Completion date: March 22, 2014
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CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB NO. 0938-0301

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(K1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

445491

(X2) MULTIFLE CONSTRUCTION
1 A BuLDING

(%) DATE SURVEY
COMPLETED

B. WING

02/05/2014

NAME OF FROVIDER OR SUPBLIER

MCKENDREE VILLAGE ING

STREET ADDRESS, GITY, STATE, ZIP CODE
4347 LEBANON ROAD ’
HERMITAGE, TN 37078

(X4) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)

{¥5)
GOMPLETEON
DATE

F 323

F 37
SS;F

‘December 20, 2013, revealed "cailed to

Continued From page 4
Medical record review of a Nurse's Nate dated

Residents bathroom...by a tech. Tech was
transferring resident to the toilet and states
resident became weak and...leaned (resident)
against...body and slid (resident) to the floor...no
slgns of Injury noted. ..

Medical record review of a Nursa's Note dated
January 30, 2014, revealed *...resident was
observed sitting on the floor of...bathroom when
Certified Nursing Assistant (CNA) answered
(resident's) light, {resident) had attempted to
tollet...(no injury).”

Observation on February 4, 2014, at 1:30 p.m.,
revealed the resident seated in a wheelchair in
the rasident's room.

interview with the Director of Nursing (DON), on
February 4, 2014, at 3:10 p.m., in the conference
room confirmed the resident was to have two
person assistance for transfers at the time of the
fall on December 20, 2013,

Interview with CNA #1 (CNA who found the
resident an the floor on January 30, 2014) on-
February 5, 2014, at 10:25 a.m., confirmed the
nurse had assisted the resident on the toilet,
when the resident put the call light on "l went in
and found (the resident alane) on the floor.™

Interview with the DON, on February 5, 2014, at
10:30 a.m., in the conferenca raam confirmed the
resident was not to be left slone in the bathroom
at the time of the fall on January 30, 2014.
483.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

F 323

F3r
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_CENTERS FOR MEDICARE & MEDICAID SERVICES
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OME NO. 0938-0391

STATEMENT GF DEFICIENGIES {(x1) PROVIDER/SUPPLIER/GLIA J (X2} MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBER: 1 A BUILDING COMPLETED
445491 B. WING 02/85/2014

NAME OF PROVIDER OR SUFPLIER

MCKENDREE VILLAGE INC

STREET ADDRESS, CITY, BTATE, ZIP COUE
4347 LEBANON ROAD
| HERMITAGE, TN 37076

{Xa} D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S FLAN OF CORRECTION ps)
PREFIX {EACH DEFIGIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 55 CUMPLETICN
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROBS-REFERENGED TO THE APPROFPRIATE DATE
DEFICENCY)
F 371 | Continue F 371 483.35() FOOD PROCURE,
d From page 5 F371 SrORE/ PREPARK/SERVE 3122/14
The facility must -
{1) Procure food from sources approved or The facility has and will continie to ensure
cz?:ide_recf satcilsfactory by Federal, State or local that fooglgprm d from sotrces approved
a2 s':;mes' an distribute and food or considered satisfactory by Federal, State
( )d e, F;;epare’d.!?' loute and serve 100 ot local authorities and that food Is stored,
-| under sanitary conditions prepared, distributed and served under
sanitary condijtions.
On or befurs March 22, 2014, Health Center
Dietary stzff will attend an in-service. The
. . {n-gervice will be conducted by the
1’;1]5 REQUIREMENT is not met as evidenced Executive Chef or Designee and will
Based on gbservation and interview the facility nclude: Roview of e recmlatic
failed to store food under sanitary conditions and ¢ View of the reghation
failed to maintain a clean and sanitary kitchen. ¢ Review ofthe statement of
deficiency
The findings included: - Review of the plan of ¢corsection
L] Cleaning food prep surfaces
Observation with the Diatary Manager on »  Cleaning containers for storing
February 3, 2014, at 8:15 a.m., in the kitchen utensils
revealed: . Cleaning pots and pans
. Labeling, covering and dating
1. The preparation table had food particles and items placed in the walk in cooler and reach
debris at the back of the table after the table had in refrigerator :
been cleared in preparation for the lunch meal. e °  Discarding items not used by the
2, Asuquare container on the preparation table expiration date
with cooking utensils stored ready for use, had
foed particles and liquid on the inside bottom in .
- | contact with the caoking utensils. The preparation table is clean and free of
3. Five of five 18x8 pans ready for use had food particies and debris.
liquid, food particles and a greasy substance on
the inslde and outside of the pans. . The square container on the preparation
4. Acontaner in the reach in refrigerator table with cooking wtensils is clean and free
contathing a red sauce (kind unknown) ready for of food particles.
use, with an expiration date of January 21, 2014.
Continued observation with the Dietary Manager
FORM GM3-2567(02-99) Previous Versigns Cbsplele Event [D:UBBO1 Facillty (0 TN1934 If continuation sheet Fage 6of 8
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CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB NO. 0938-0391

STATEMENT QF DEFICIENCIES {¥1) PROVIDERISUBPLIER/CLIA {2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
445497 B. WING 02/05{2014
NAME OF PROVIDER OR SUBRLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
4347 LEBANON ROAD
MCKENDREE VILLAGE INC HERMITAGE, TN 37076
X6 D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION s
EACH DEFIGIENGY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE AGTION SHOULD BE COMFLETION
"?ﬁé”‘ éseumr%m OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERElggFEiD mE‘.i CT:;I_’E APPRORRIATE DATE
d
F 371 | Continued From page & Far1| e ISX%P““* are clean and free of amy 3422/14
1 . . greagy substapee.,
in-the walk in cocler revealed:
. . \ The red sauce with the expiration date of
1. Five trays of fruit stored uncovered and no Jauary 21, 20914 was immediately
date. discarded.
2. Two covered carts containing assorted
desserts not dated an the cover, trays or Faod in the walk i coaler is covered,
gontainers. L labeled and dated s required, The juices
3. One covered cart with six trays of assoried dated January 30, 2014 were immediately
juices with a date of January 30, 2014 on the discarded.
plastic cover, _
. The four inch pans are clean and free of
Interview with the Dietary Manager at the time of mity debs. P
the obsgrvation confirmed the food was not
stored property and the kitchen was not clean or Tho shieet pans are clean and free of crusty
sanitary, debris.
Observation on February 4, 2014 at 9:20 a.m., o 1 14, 2014 th
with the Dietary Executive Chef In the Kitchen B"Ig“.“’?"f mM“‘:r deatgnes will monitor for
revesled: continued compliance through Quality
Ty audits (See Attachment B
1. Twelve of twelve four inch deep long half - ::m;n be m(mp'f eted wookly foz one
pans with black crusty substance on the botgoms, + and monthly for one quarter, The
sides and cornars with the pans stacked Inside of Administrator or designee will report to the
each ather ready for use, A/OT ittes who vill detesuine the
2. Twenly-two of twenty-two sheet pans stored e o maomtong e
and ready for use had black thiek crusty debris on
the bottoms sides and comers.
. : : Maxch 22, 2014
interview with the Dietary Executive Chef at the Completion date
time of the abservation confirmed the kitchen was
not clean and sanitary. ¥ 372 483.35(5) (3) DISPOSE GARBACGE
F 372 | 483,35()3) DISPOSE GARBAGE & REFUSE Farz| o REF[}SE(},%PERLY 312114
s5=¢ | PROPERLY .
The facility must dispose of garbage and refuse The facility has and will cotinue to dispose
properly. of garbage and refiise properly.
FORM CMS-Z567(02-93) Previous Verslons Obsolale Event ID: UBBOM1 Fecilty 1D: TN1934 If cenlinuation sheat Page 7 of 8
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kitchen revealed three dumpsters with a large
amount of refuse Including uneaten foad, empty
beverage containers, empty food containers, and
an unidentified brownish red substance inside of
a plastic covering the ground surrounding the
dumpsters.

Interview with the Dietary Executive Chef at the
time of the observation confirmed the facility had
failed to ensure the garbage and refuse was
disposed of properly.

CENTERS FQR MEDICARE & MEDICAID SERVICES CMB NO. 0938-0391
SYATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION JOENTIFICATION NUMBER: A BULDING SOMPLETED

445431 B. WING _ D2i0si2014

NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE. 2IP CODE T

4347 LEBANON ROAD
MCKENDREE VILIAGE INC HERMITAGE, TN 37076
{X4)ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
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This REQUIREMENT is not met as evidenced in-service will be conducted by the
by:
Based on observation and interview, the facility Executive Chef or Designee and will
failed to ensure garbage and refuse was properly include: &
disposed of. e Review ofthe regulation
The findings included: Qeﬁcim? view of the statement of
Observation on February 4, 2014, at 9:50 a.m., * R?viawa;)ifth_sgﬁ f CoTerRon
with the Dietary Exscutive Chef and the * Dispos f;e > “ﬁl;mg aea
Administrator, at the dumpsters behind.the. around the dumpsters free of refuse

The area in and around the dumpster is free
of refuse.

Begiming March 14, 2014 the
Administrator or designes will monitor for
continued compliance through Quality
Improvement audits (See Attachment B)
The audits will be completed weekly for cne
month and monthly for one quarter. The
Administrator or designee will report to the
QA/QI committee who will determine the
frequency of further monitoring.
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FORM CMS-2557(02-35) Previaus Verslens Qhsoleh

Event ID; USBOAT

Facilty /D: TN1934 ' If continuation sheet Page 8of 8

LEod 94EE "oN BALINOAXY - AFR[[|A 2aspuRYI  WIIGIZ) PLOT (0 1994




